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CHIROPRACTIC REGISTRATION AND HISTORY
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INSURANCE

| _ 4§ PATIENT INFORMATION
| ommd

Date Who is responsible for this account?
Patient Relationship to Patien:
B S
Address__ Insurance Co.

Group #
City Stare Zip

Is patient covered by additional insurance? TdYes [No

SexiLIM  [OF  Age  Birthdate Subscriber's Name
[ISingle T Married [ Widowed [ Separated | Divorced Birthdate 58#
Palient S8 Relationship to Patient
Occupation Insurance Co.
Employer Group #
Employer Addrass ASSIGNMENT AND RELEASE
I, the undersignad cerlify that | (or my dependent) have insurance coverage
Emp!oyer Phone with and assign directly 10
Spouse’s Name Dr. aliinsurance benefits, if any,
= otherwise payable to me for services rendered. | understand that | am financially
Birnhdate S8z responsible for all charges whather or not paid by insurance. | hereby authorize
= = o o s
: ihe doctor to release all information necessary io securz the paymant of
Occupation bensfits. | authorize the use of this signaturs on af insurance submissions.

Spouse’s Employer

” Responsible Parny Signaturs
Whom may we thank for referring you?

Relationship Dats

]

A

\

W-.%PH@NE NUMBERS

.

Home . Work Ext is condition due to an accident? [ vYes T No Date

Best time and place to reach you Type of accident ] Auvte [ Work { Home []Other

IN CASE OF EMERGENCY, CONTACT To whom have you made a report of your accident?

Name Relationship (1 Auto Insurance [ Employer [ JWorker Comp. [ Other
Work Phone uttorney Name (if applicable)

Heme Phone

y ./Accmﬁmr INFORMATION |

/

‘e

=

PATIENT CONDITION

I TR
-

Reason for Visit

When did your symptoms appear?

LINo [JUnknown

Is this condition gsiting progressively worse? [1Yes
Mark an X on the picture where you continue to have pain, numbness. or tingling.

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) _
Type of pain: ) Sharp 77 Duil 1 Throbbing [ Numbness Ll Aching T Shooting
[ Burning ] Tingling [] Cramps [ Stiffness [ Swelling [_| Other

How often do you have this pain?

Is it constant or does it come and go?

Does it interfers with your I Work ] Sleep [ Daily Routine {_] Recreation
[ Activities or movements that are painful to perform [ Sitting [ Standing [ Walking [ Bending [ ] Lying Down




HEALTH HISTORY

| Physical Therapy

What treatment have you already received for your condition? [] Medications ] Surgery

[ Chiropractic Services I None [ Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray. Blood Test
Soinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI. CT-Scan, Bone Scan
Flace a mark on “Yes" or "No” to indicate if you have had any of the following:
AIDS/HIV TlYes i No Emphysema [ _ Yes [ No Miscarriage Yes i No Scarlet Fever | Yas _ No
Alcoholism __Yes [ INo Epilepsy TlYes 1No Mononucleosis || Yes | No Stroke " Yes i No
Allergy Shots T Yes [ No Fractures [ iYes | No Multiple - o Suicide Attempt —_ Yes [_| No
Anemia ClYas [ No Glaucoma TivesiNo Sclerosis o 393 _iNo Thyroid N
—_— —_ s —_— —_— ot ! 1 S0 Nl | Al
Anorexia TTYes I No Goiter " Yes [ No Mumps . \;es = Doy Problems =TS L i\J‘
s T R P { i1 Y I illitie i 1 Vao DN
Appendiciis __ Yes __ No Gonorrea [I¥es I No SSIEOQOTOS!S o YES b EO Tonsillitis et ;’e° E ta
brre = LES iz amaice T Ya i s ilngie 1 Yoz in
Arthritis _iYes,_ | No Gout {1 Yes i I Nao Pac;mdl\?r — rest_To J.Jugmumb}b et 1SS i
s = = ) - ™ Yes TN arkinson’s . _ TUMmors, . .
Astl‘r@ el g T-ﬁeart .[?lbease = \"ef = he Disease L iYssi ! No Growihs LiYesi I No
Ble.edlng — —_— Hepalils Lo es e No Pinched Nerve | Yes[ | No Typhoid Fever [ ! Ves T ] No
Disorders L 1Yes iNo Hernia TJYes 1 No . = = S o
— — . o n T = Pneumonia CiYes| | No Ulcers [ IYes!{ INo
Breast Lump | 1Yes [ I No Herniated Disk ] Yes _ No . = = ;
B Hiti T Yes TN = Polio . Yes _iNo Vaginal .
renenitis bl S, 0 Hempes LiYes[ INo o ctate Infections ] Yes T No
Bulimia —res L No High _ - Problem TiYes[ 1 No Venereal - =
Cancer L Yes L No _Cholestgrol :' Yes | | No Brosthosis TlYes [ No Diseass [_iYes| iNo
Cataracts LiYesi INo Kidney Disease _| Yes L No Psychiatric Care T Yes [ No Whooping - =
Chemical o _ Liver Disease _1Yes | No Rheumatoid Cough _iYesi [No
Dependeﬂcy : Yes :; No Measles : Yes : No Arthritis : Yes : No QOther
Chicken Pox | | Yes No Migraine _ . Rheumatic
Diabetes 1Yes [ No Headaches [ Yes[ | No Fever T lYes 1 No
EXERCISE WORK ACTIVITY HABITS
__ None { | Sitting [_1 Smoking Packs/Day
__ Moderate i_| Standing i Alcohol Drinks/Week
[ Daily [ Light Labor _ Coffee/Caffeine Drinks Cups/Day
I Heavy [ Heavy Labor i High Stress Level Reason
Are you pregnant? _]Yes [ ] No Due Dats

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

MEDICATIONS ALLERGIES | VITAMINS/HERBS/MINERALS

Pharmacy Name

Pharmacy Phone

#20572 - Meccal Ars Fress  1-300-328.5:70




INFORMED CONSENT FOR TREATMENT

[ hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures, induding various modes of physiotherapy and diagnostic X rays, on
me { or on the patient named below, for whom I am legally responsible) by the Doctor of
Chiropractic named below and/or other licensed doctors of chiropractic who now or in the
future, work at the clinic or office listed above.

I have had an opportunity to discuss with the doctor of chiropraciic, Dr. Johnny Aviles, and/or
clinic personnel the nature and purpose of chiropractic adjustments and other procedures.
understand that results are not guaranteed.

['understand and am informed that, as in the practice of medicine, in the practice of chiropractic
there are some risks to treatment, including, but not limited to fractures, disc injuries, strokes,
dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks
and complications, and I wish to rely upon the doctor to exercise judgment during the course of
the procedure which the doctor feels at the time , based upon the facts then known to him/her,
is in my best interest.

I have read, or have had read to me, the above consent. | have also had an opportunity to ask
questions about its content, and by signing below [ agree to the above-named procedures. I
intend this consent form to cover the entire course of treatment for my present condition and for
any future condition(s) for which [ seek treatment.

Patient signature: Date:
Witness Signature: Date:
BODY ZONE CHIROPRACTIC

Dr. Johnny Aviles, Chiropractor




Body Zene Chiropractic

6333 Wilshire Bld,, Suite 301
25 Los Angeles, CA. 90048

Health Information

As required by the Health Insurance Portability and Accountability Act of 1996 D, Johnny Aviles
MAY USE YOUr perso 2l health inforgmﬁonfdrthepﬂ‘poses of treatment, payment or health care

Thereby consent to the use and disclosure of my personal health information for the purpose of
treatment, payment and heatth cars operations. My signaturs below ndicates that T have bsen
S1Vern an opporturity to read the Chircpractic ang Performance Center’s Notics of Information
Practices and to have ay questions answered before signing. '

Print Name




Office Financial Policy

Cur policy is to extend to you the courtesy of allowing you to assign your insurance benefits
directly to our office. This policy reduces your out-of-pocket expense and allows vou to plags
your family under cars.

1. Ifyozxdonorhmemm:ﬂﬁpaymentsmexpwtedattheﬁmeofseniceorbyan
authorized payment plan. A personal balance may not exceed $100 a¢ any time o care may be
terminated. Our cusiom payment plang maks cars an affordable part of your family’s budsst.

2. Ifyou have insurance: All deductibles and Co-paymients are sxpected at the time of servics or

by an awthorized payment plaa. Your co-insurance halance may not exceed $100 or care may be
terminated. Our payment plans make care an affordable part of your family's budget.

Ifyour carrier has not paid the claim within 60 days of submission, you agree 10 take an acive
part in the recovery of your claim. I¢ ¥our insurance carrier has not paid within 50 days of

submission, yon agospt responsibility for payment in full of any outstanding balance and
awthorize us to use your credit card 1o coliect full payment.

When your schedule of visits i once per month or longer, you will not be eligible for insurance
assignment, Charges for services rendered will be due on the day of service. We will contimue
to provide you with insurance claim forms if nesded.

I you discontimue care for any reason other than dischar

ged by the doctor, all balances will
bscome immediately due and payable in full by you, reg

ardless of any claims submitted.
Patients Name: .
Patient Signanie: Date:
Witness: Date:
For your convenience we may retain your credit card number on file.
Card Number: Expiration
Date:

Name as it appears on
card:




